Intercorrelation studies of behaviour disorders in children have been of two kinds. Firstly, there are studies based on clinical case records (Hewitt and Jenkins, 1946; Himmelweit, 1953; Collins et al., 1962; Patterson, 1964; Quay, 1964; Field, 1967) . Here one can never be entirely certain that bias was avoided, that is that the associations of symptoms in the minds of psy chiatrists and social workers did not influence the facts they elicited and recorded in their clinical notes. Secondly, there are studies based on systematically recorded data (Peterson, 1961; Peterson et a!., 1961) . Here the subjects were normal nursery and school children. In such childhood populations behaviour disorders are, of course, relatively rare, and some symptoms common in psychiatric practice occurred so infrequently that they did not feature in the dimensions of behaviour that emerged. It is quite possible that in disturbed children significant correlations of symptoms will be found that do not occur in normal children. and seclusiveness). Each syndrome was found to be associated with specific patterns of up-bringing.
A recent attempt to validate this study, admittedly on a very homogenous sample of Approved School boys (Field, 1967) , confirmed the existence only of the syndromes of Unsocialized Aggression and Over-inhibition; and no association was found between behaviour syndromes and patterns of upbringing. As in Hewitt and Jenkin's study, 6o per cent of sub jects had symptoms belonging to more than one syndrome.
Despite Hewitt and Jenkin's differentiation between Aggressive and Delinquent behaviour syndromes, Rutter (1965) The present paper has two aims: firstly, to present the dimensions of behaviour that emerged from a principal component analysis of behaviourdisorders in disturbedchildren, and, secondly,to examine the clustering of symptoms in these children.
METHOD
The sample and generalmethodologyof the study have been described elsewhere (Wolff behaviour disorders was confined to the clinic attenders, and only items of behaviour differ entiating the clinic group significantly from the controls were included in the analysis (Tables I,  II and III) . This procedure automatically eliminated very rare items (occurring in less than 10 clinic children), except that truanting, which did distinguish between the two groups of children, was also excluded from the analysis because it occurred in only 5 clinic cases. This left 34 symptoms to be included in the principal component analysis. derived by examining all intercorrelations of symptoms higher than 0@30.
RESULTS

i. Dimensions of Behaviour Disorders
The first four principal component factors extracted made sense clinically and accounted for 37.@ per cent of the variance (Tables IV-VI (iv) Depression and inhibition, with sad mood the key symptom. Sad mood in this cluster was correlated with discontent in Cluster i.
(v) Disturbances of toilet fienctions. Symptoms in this cluster were not correlated with symptoms in any other cluster.
Each subject was given weighted scores for symptoms recorded in each cluster, and total duster scores were adjusted for the varying numbers of symptoms making up each cluster.
Most children scored in several clusters. When only duster scores greater than those scored by two-thirds of the sample were taken into account, there were still only 34 children who had scores in a single duster. Forty-six had scores in more than one cluster, and 20 had no scores. The disadvantages of the Iowa studies are that they are based on normal childhood populations and that teacher assessments were the only measures of behaviour disturbances used (Peterson, 1961; Peterson, et al., 1961) . Here again two main factors emerged: a â€˜¿ ConductProblems' factor with loadings only on items of aggressive behaviour and not delinquency and a â€˜¿ Personality Problems' factor very similar to Himmelweit's. In neither study is it made clear how many disturbed children could be allocated to discrete diag nostic categories on the basis of these two factors.
What emerges from the present principal component analysis is that children can be described first of all in terms of their aggressive and acting-out behaviour. This is widely accepted. Secondly children can be described in terms of their manifestations of anxiety. Children who are destructive, who lie, wander, steal and soil themselves tend not to display symptoms of anxiety to their parents, while over-anxious children tend to be conforming socially. Thirdly, conduct disordersâ€"namely stealing and lyingâ€"tend to be associated with withdrawal and sadness, and they form a separate dimension, as do disturbances of toilet control. An important finding is that, at least in the primary school age group, conduct disorders (lying, stealing, wandering) are not associated with aggressive, acting-out behaviour.
The first three principal components â€˜¿ Aggres sive acting-out behaviour', â€˜¿ Manifest Anxiety versus anti-social behaviour' and â€˜¿ Inhibition and anti-social behaviour' have resemblances to factors extracted from the analysis of Quay In the present analysis the four meaningful principal components accounted for only 37 I per cent of the variance, confirming the hetero geneity of children with reactive behaviour disorders, stressed previously by Collins et a!.
(1962).
As a basis for the classification of illness rather than personality disorder, symptom clusters seem more appropriate than principal component factors or dimensions. In any case, 
